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An expressed goal of psychosocial oncology research and interven-tion is to facilitate the adjustment of patients and their family
members to both the short-term and long-term consequences of
treatment, recovery, and survivorship.1 One of the driving forces in
this ﬁeld is the need to identify factors that predict variability in
psychosocial outcomes. This research approach is predicated on the
assumption that, given accurate knowledge of a client’s needs, risks,
and lifestyle, clinicians will be better able to provide cost-effective
quality care. It also assumes that if such knowledge were available and
acted on, patients, survivors, and their families would be able to gain
access to appropriate medical and psychosocial care. These concerns
are critical both during the diagnostic/treatment phase and after
treatment ends, when screening and surveillance for long-term sur-
vivorship and late effects of treatment and second malignancies have
priority.2
Understanding patient and family needs, risks, lifestyles, and
potentials for growth, particularly for survivors of pediatric disorders
and their families, necessitates an awareness of the strong, often
covert, inﬂuences of culture, race/ethnicity, and socioeconomic sta-
tus in shaping family reactions and responses to health problems.3
Cancer literature suggests that culturally different views of the mean-
ings of illness and treatment exert a strong inﬂuence on both patients’
and care providers’ behaviors.4–6 As McCubbin et al.3 stated, effective
interaction with families of different cultural backgrounds may de-
pend on the awareness and sensitivity of pediatricians and other
health care professionals to the affect of culture and ethnicity on a
child’s psychosocial development as well as on the family’s response
to the long-term care of a child with a chronic condition or disability.
Unintentional and often institutionalized forms of discrimination in
the provision of care (e.g., unconscious bias; poverty; and racial
inequalities in education, ﬁnancial resources, transportation facilities,
and insurance) often determine the level of care available to entire
groups of patients and families. As a result, neither equitable nor
adequate access to follow-up and long-term care is assured for ev-
eryone in the current health care environment.
Recent observations and studies of accumulative stress and tem-
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poral clustering of stressful life events among minority
populations suggest a higher prevalence of psycho-
logic and physical health morbidity in low socioeco-
nomic status and racial/ethnic minority popula-
tions.7–9 These are the undeniable effects of the
everyday realities of racism, sexism, and other forms
of interpersonal and institutionalized discrimination.
Their existence reinforces the need for clinicians to be
cognizant of stressful, nonmedical events (e.g., inade-
quate funds for transportation to clinics, or loss of a
job for a parent who missed work to be with an ill
child), as well as the context of the cultural and socio-
economic inequality and discrimination in which
these events take place and the culturally derived
meanings persons of diverse backgrounds attribute to
these events.
Unfortunately, and despite the growing attention
to inequalities in health care, we know little about how
socioeconomic, racial, and sociocultural status may
affect the long-term adjustment and functioning of ill
children and their family members.3,4 Despite ad-
vances in our knowledge of psychosocial outcomes for
the population of childhood cancer patients and sur-
vivors, the impact of poverty and restricted access to
long-term health care and psychosocial outcomes to
our knowledge has not yet been determined empiri-
cally for children with cancer and their families. The
ways in which cultural, racial/ethnic, and economic
differences contribute to variations in stresses, coping
processes, and psychosocial outcomes for childhood
cancer patients and their families remain undocu-
mented in detail. Furthermore, although the majority
of childhood cancer patients in North America are
treated at centers within cooperative trials groups and
on protocols in centers with speciﬁc expertise, the
difference between “the majority” and “all” children
being treated at such centers and with such protocols
most likely falls on families of poor or middle-class
children of color or rural and poor whites. Lacking
data, we suspect that this is even more clearly the case
when we discuss long-term aftercare for survivors
than it is for the diagnostic and treatment phases of
care. Everything we know about the cultural and social
demographics of health access and care would predict
disparate outcomes. Even the Childhood Cancer Sur-
vivor Study (CCSS), which is to our knowledge the
largest National Institutes of Health (NIH)-funded
study of childhood cancer survivors performed to
date, has relatively low minority representation when
compared with U.S. demographic ﬁgures, therefore
limiting the applicability of CCSS ﬁndings to the entire
U.S. population of childhood cancer survivors.
Access to necessary medical and psychosocial
support services is a function of having health insur-
ance, is mediated by socioeconomic status, is inﬂu-
enced by individual and family attitudes and beliefs
toward the need and efﬁcacy of such care, and is
affected by the personal and institutional attitudes
and practices of care providers and facilities. Differ-
ential access to societal resources and institutional-
ized bias/discrimination lead to inequalities and vari-
ations among these factors, resulting in an “unequal
burden of cancer” in the U.S.10 And, if we believe that
such inequalities have a dramatic impact in the U.S.,
the situation in other nations of the world should give
us pause. Although cure rates for children with cancer
approach 75% in the U.S. and other wealthy nations,
in the less wealthy nations of the world cure rates still
hover around 25%. In addition to the impact of culture
itself, poverty, inadequate health resources for life-
saving chemotherapy and radiation therapy, inade-
quate numbers of and poorly trained physicians, and
a lack of sanitation and health infrastructures take a
deadly toll. This is an international as well as national
concern!
Recommendations
A systematic and coherent program to diminish or
eradicate inequalities in the provision of care to chil-
dren with cancer and their families would involve:
A national health care plan for all citizens.
Follow-up treatment and surveillance programs lo-
cated in accessible community locales.
The implementation of evidenced-based guidelines
for quality medical and psychosocial care (such as
those developed by the Children’s Oncology Group
for survivors of childhood, adolescent, and young
adult cancers [see URL: http://www.survivorship-
guidelines.org; accessed October 31, 2005]).
Protection for family economic and employment
losses in the care of ill children.
Guaranteed access to appropriate educational services
for children both during and after treatment.
The provision of opportunities for health care provid-
ers to interact with those who are culturally different
from themselves and/or the predominant culture in
the medical center as a way to enhance the provid-
ers’ abilities to interact with diverse populations and
provide culturally sensitive and competent care
(e.g., classes to promote new language acquisition).
Public education and advocacy for expanded and more
equal services by groups of patients and families.
Research that documents and explores inequalities in
care provision and suggests remediation efforts.
Internationalization (globalization) of care in ways
that extend the treatment gains of the wealthy na-
tions to children and their families around the world.
2648 CANCER December 15, 2005 / Volume 104 / Number 12
REFERENCES
1. Holland J. Societal views of cancer and the emergence of
psycho-oncology. In: Holland J, editor. Psycho-oncology.
New York: Oxford University Press, 1998:3–15.
2. Oefﬁnger KC, Mertens AC, Hudson MM, et al. Health care of
young adult survivors of childhood cancer: a report from the
Childhood Cancer Survivor Study. Ann Fam Med. 2004;2:61–
70.
3. McCubbin HI, Thompson EA, Thompson AI, McCubbin MA,
Kaston AJ. Culture, ethnicity, and the family: critical factors
in childhood chronic illnesses and disabilities. Pediatrics.
1993;91:1063–1070.
4. Copeland D. Cultural, ethnic, and socioeconomic inﬂuences
on families adapting to childhood cancer. Report of the
Chairman, President’s Cancer Panel, National Cancer Insti-
tute. NIH Publication 95-3179. Bethesda: National Cancer
Institute, 1995.
5. Martinson IM, Kim S, Yank SO, Cho YS, Lee JS, Lee YH.
Impact of childhood cancer on Korean families. J Pediatr
Oncol Nurs. 1995;12:11–17.
6. Wang RH, Martinson IM. Behavioral responses of healthy
Chinese siblings to the stress of childhood cancer in the
family: a longitudinal study. J Pediatr Nurs. 1996;11:383–391.
7. James S. John Henryism and the health of African-Ameri-
cans. Cult Med Psychiatry. 1994;18:163–182.
8. Krieger N, Rawley DL, Herman AA, Avery B, Phillips MT.
Racism, sexism and social class: implications for studies of
health, disease, and well-being. Am J Prev Med. 1993;9:82–
122.
9. Williams DR, Jackson JS. Race/ethnicity and the 2000 cen-
sus: recommendations for African American and other black
populations in the United States. Am J Public Health. 2000;
90:1728–1730.
10. Haynes MA, Smedley BD. The unequal burden of cancer: an
assessment of NIH research and programs for ethnic minor-
ities and the medically underserved. Washington, DC: Insti-
tute of Medicine, National Academy Press, 1999.
Health Care for Cancer Survivors/Zebrack and Chesler 2649
